We thank Dr Apostolakis sincerely for his letter and the interest to share his own experience in this interesting topic [1] .
As already pointed out in the underlying original work [2] , and in agreement with the overwhelming majority of further authors [3] [4] [5] , reduction aortoplasty is an accepted procedure for aortic dilatation in cases of absence of circumscribed aneurysm and without connective tissue disease, such as Marfan or Ehlers-Danlos syndrome. Of course, the most common basic disease of this feature is a poststenotic dilatation on the base of severe aortic stenosis or combined aortic valve disease. In cases of isolated aortic valve insufficiency, the quality of the aortic wall is judged by the surgeon when deciding for either replacement or reduction aortoplasty. Such approach was, by the way, justified afterwards because in our cohort no patient suffered from connective tissue disease as proven by subsequent histological examination.
Apostolakis then states that the sinuses of Valsalva are not included either by reinforcement or by reduction aortoplasty and, thus, may undergo dilatation or dissection: in absence of connective tissue disease, the sinuses are usually not included in dilatation of the aortic root and, thus, are not the aim of reconstruction as in procedures according to David or Yacoub. Such pathologic morphology is addressed by Marfan or Ehlers-Danlos syndrome in which cases reduction aortoplasty is strongly prohibited.
In our cohort no case of affection of coronary ostia occurred as assumed by Apostolakis. If there had been any clue for myocardial ischemia angiography, then revascularization would have been carried out immediately.
The follow-up period (<72 months) has been mentioned as being too small. We do not think that 6 years is too little. However, the investigation is in progress and we will possibly report the latest results soon.
Finally, Apostolakis states that external reinforcement is useless because under subtraction of the pathologic jet, redilatation should not be expected: if physiologic blood stream was able to prevent dilatation in those cases, even reduction aortoplasty would not be really useful in our opinion as this can easily be achieved by isolated aortic valve replacement. Weighing all arguments, we think that reduction aortoplasty with external reinforcement is a proven method with satisfactory long-term results seeing the individual anamnesis and pathologic morphology of every single patient.
